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INVITED COMMENTS
Regarding “Small popliteal aneurysms: Are they
clinically significant?”
A. Ross Naylor, MD, FRCS, Leicester, England
Most vascular surgeons would probably concede the
“heart-sink” feeling encountered when exploration of an
acutely ischemic leg reveals a thrombosed popliteal aneu-
rysm with distal thromboembolic occlusion of the runoff
tibial arteries and no pedal circulation. Although preoper-
ative and intraoperative thrombolysis has improved overall
outcome, a significant proportion of limbs will still require
amputation. Accordingly, there has been a general recom-
mendation that all symptomatic aneurysms and asymptom-
atic popliteal aneurysms larger than 2 cm in diameter
should be electively repaired,2-4 the rationale being that
prevention of acute thromboembolic complications is
much easier than their treatment.
However, most editorials and systematic reviews have
never really considered the fate of the asymptomatic, small
(2 cm) popliteal aneurysm,3,4 possibly because most vas-
cular surgeons probably consider them irrelevant, associ-
ated with low risk, or simply ectatic. In this issue of the
Journal of Vascular Surgery, Ascher and colleagues suggest
that these very small popliteal aneurysms merit closer scru-
tiny and more aggressive treatment. In a retrospective
review of 34 popliteal aneurysms (defined as popliteal di-
ameter 1.2 cm or larger and one and one-half times the
diameter of the proximal arterial segment), small aneurysms
(2 cm) had a statistically similar incidence of complete
thrombosis (28% vs 15%) and mural thrombus (57% vs
55%) but a statistically higher risk for symptoms at presen-
tation (86% vs 40%; P  .02). They conclude that small
aneurysms “may not be so benign as previously believed”
and that “our data support the recommendation made by
other investigators that favors early repair of these aneu-
rysms.”
No one would argue with the conclusion that patients
with symptomatic popliteal aneurysms, irrespective of size,
should at least be considered for surgery. However, at first
sight, Ascher et al also seem to be suggesting that operative
intervention might now be justifiable in patients with small
(2 cm), patent asymptomatic popliteal aneurysms who
are at low operative risk and have acceptable runoff and an
adequate venous conduit. Is this recommendation justified
on the evidence provided? What is the incidence of small
aneurysm? How does their study compare with other con-
temporary series?
The incidence of all femoral and popliteal aneurysms
(data combined) in hospitalized patients in the United
States is 4:100,000, with an incidence eight times higher in
men than in women.5 Even if only populations at higher
risk are screened, the incidence of small popliteal aneurysm
remains extremely small. Trickett et al6 used duplex scan-
ning to screen the popliteal arteries of 1074 men aged 65 to
80 years. Only 11 patients (1%) had a popliteal diameter of
15 to 26 mm. When these patients underwent duplex
scanning 5 years later, having received conservative treat-
ment in the interim, none showed any evidence of enlarge-
ment and none had symptoms. Several other studies have
observed similar benign outcome, but, as might be antici-
pated from the screening and epidemiologic studies sum-
marized above, most are based on small patient numbers.
Galland and Magee7 observed that no asymptomatic pop-
liteal aneurysm smaller than 3 cm thrombosed during fol-
low-up, and they advocated a conservative therapeutic ap-
proach. Duffy et al observed 7 nonsurgically treated
asymptomatic (2 cm) aneurysms for 3 years, and all
remained asymptomatic. Stiegler et al9 observed that in
14% of patients with asymptomatic popliteal aneurysms
larger than 2.0 cm symptoms developed within 2 years,
compared with 3% in those with aneurysms smaller than 2.0
cm. Of no surprise, this group also advocated a conservative
approach in patients with small aneurysms. Despite the
seemingly positive endorsement for surgical intervention
from Ascher and colleagues, it is difficult to identify com-
parable data, because it appears that only 2 of 34 aneurysms
in their series were both asymptomatic and smaller than 2.0
cm.
However, the study by Ascher and colleagues shows
that the small popliteal aneurysm may not be so “innocent”
as presumed. This is the crux of the problem regarding
interpretation of available data, but this finding is no differ-
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ent, in principle, from the observation that, although small
(5.5 cm) asymptomatic aortic aneurysms can rupture,
there is no evidence that they benefit from immediate
elective surgery.10,11 However, to this reader, the most
interesting aspects of the present series were the observa-
tions that increased scrutiny and vigilance are required in
patients with asymptomatic popliteal aneurysms with du-
plex scanning or angiographic evidence of superficial fem-
oral artery disease or mural thrombus within the sac. Of
interest, Stiegler et al9 also observed that complications
were almost exclusively found in patients with mural
thrombus within the aneurysm sac. However, this group
recommended that these aneurysms be treated with formal
anticoagulation therapy rather than antiplatelet therapy or
surgery.
In summary, there remains no consensus regarding the
role of surgery in the management of asymptomatic, small
aneurysms. Ascher and colleagues have not clearly defined a
role for bypass grafting in these aneurysms, principally
because only 2 of the aneurysm cohort under study ap-
peared to fit the criteria. Most surgeons will therefore
probably continue to recommend ultrasound surveillance
and conservative management until either the aneurysm
exceeds 2.0 cm or symptoms develop. However, the find-
ings of Ascher and colleagues and Stiegler et al9 might
encourage more surgeons to consider anticoagulation ther-
apy within the remit of “best medical therapy.” In the likely
absence of any randomized trial data, it is hoped that the
paper by Ascher and colleagues (and those summarized
above) will encourage other centers to publish their expe-
rience regarding prognosis and treatment of small, asymp-
tomatic popliteal aneurysms.
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